Objective: To examine whether socioeconomic and health-related factors explain ethnic disparities in the onset and progression of functional limitations among middle-aged and older Israeli adults. Method: We used data from Waves I-III of the Survey of Health, Aging and Retirement in Europe in Israel. Logistic and multinomial regression models were estimated to examine the association between ethnicity and transitions in functional status (onset versus progression) from respondents' baseline interview (Wave I or II) to their follow-up interview (Wave II or III). Results: Compared to veteran Jews, Arabs and Jewish immigrants from the former Soviet Union were more likely to experience an onset of functional limitations. Arabs were also more likely to experience worsening functional limitations by follow-up. Education and health-related factors attenuated some of the ethnic disparities in onset and progression of functional limitations. Conclusions: Our findings suggest the importance of moving beyond traditional indicators of socioeconomic status and health-related pathways to fully understand the underlying factors that predict ethnic disparities in the onset and progression of functional limitations in Israel.
Background
Functional status is a key dimension of health and reflects older adults' ability to live active and independent lives. In Israel, significant ethnic disparities in functional limitations and disability exist. Arab Israelis, who include Palestinians who remained in Israel after 1948 and their descendants, as well as immigrant Jews who arrived in Israel mainly in the early 1990s following the collapse of the former Soviet Union (hereafter FSU immigrants) experience higher rates of functional limitations and disability in older adulthood compared to the majority Jewish population (Azaiza & Brodsky, 2003; Brodsky & Litwin, 2005; Osman & Walsemann, 2013) . The majority Jewish population, also commonly referred to as "veteran Jews" because its Hebrew translation "vateek" means "old-timers in the country" (Litwin, 2009) , is comprised of Jews who immigrated to Israel prior to 1990 or were born in Israel.
Despite ample evidence of ethnic disparities in functional limitations and disability in the adult Israeli population, we know little about where those disparities are produced along the disablement process (Verbrugge & Jette, 1994) . That is, ethnic disparities in functional limitations may occur in the onset of functional limitations or in the progression of functional limitations or both. Further, the factors that predict ethnic disparities in the onset of functional limitations may be different than the factors that result in the improvement or worsening of functional limitations. Our study aims to overcome this limitation by examining the extent to which ethnicity is associated with transitions in functional status among middle-aged and older adults in Israel and the mechanisms that explain these ethnic disparities.
One of the strongest and most consistent predictors of functional limitations is socioeconomic status (SES); higher SES is associated with fewer functional limitations (Berkman & Gurland, 1998; Crimmins & Hagedorn, 2010; Haas, 2008; Mendes de Leon, Barnes, Bienias, Skarupski, & Evans, 2005; Minkler, Fuller-Thomson, & Guralnik, 2006) , both in terms of the onset of functional limitations and its progression. For example, Zimmer and House (2003) found that U.S. adults with more education and greater income were less likely to experience an onset of functional limitations. Further, individuals with the highest income were most likely to experience improvement in functional limitations and least likely to experience worsening in functional limitations over time, in comparison to those with the lowest income. Similarly, Herd, Goesling, and House (2007) found that education was more predictive of the onset of functional limitations and of chronic conditions than income, whereas income was associated more strongly with the progression of both.
Thus, education and income, though interrelated, may impact functional status differently. Education, often completed earlier in the adult life course, can represent lifelong exposure to major psychosocial, behavioral, cognitive, and biomedical risk factors, all of which contribute to ill health and functional limitations (Cutler & Lleras-Muney, 2008; Elo, 2009) . Income, on the other hand, often represents the material and, to some extent, the social resources available for the treatment or management of a disease (Herd et al., 2007; Zimmer & House, 2003) . As a result, education may be more strongly related to the onset of functional limitations, whereas income may be more strongly related to its progression.
Besides education and income, an important dimension of SES in older adulthood is wealth. Among retired adults, for example, income and occupation often lose their significance as indicators of SES and wealth becomes a more accurate representation of access to material and social resources (Alessie, Lusardi, & Aldershof, 1997; Buckley, Denton, Robb, & Spencer, 2004; Torrey & Taeuber, 1986; Van Ourti, 2003) . For example, a study of middle-aged and older Spaniards found that housing assets, but not income, were significantly and positively associated with better self-rated health and lower odds of disability in older adulthood (Costa-Font, 2008) . Thus, like income, wealth may also contribute to the progression of functional limitations.
Significant differences in SES and wealth exist between Arabs, FSU immigrants, and veteran Jews; therefore, SES may be a key mechanism driving ethnic disparities in functional limitations among older Israeli adults. Arabs-the largest ethnic minority in Israel-on average complete fewer years of education, earn lower wages, and hold less wealth compared to veteran Jews (Central Bureau of Statistics, 2008; Hesketh, Bishara, Rosenberg, & Zaher, 2011; Okun & Friedlander, 2005; Semyonov & Lewin-Epstein, 2011) . Conversely, FSU immigrants are highly educated; more than two-thirds have at least some college education (Heilbrunn, Kushnirovich, & ZeltzerZubida, 2010) . Upon immigrating to Israel, however, many FSU immigrants experienced downward occupational mobility (Litwin & Leshem, 2008; Raijman & Semyonov, 1998) . This was due, in part, to a significant decline in the amount of government assistance available to FSU immigrants compared to prior waves of immigrants (Doron & Kargar, 1993) coupled with the challenges that Israel faced in attempting to absorb large numbers of FSU immigrants in the face of high rates of unemployment in the early 1990s (Beenstock & Ben Menahem, 1997) . Despite improvements in FSU immigrants' occupational and economic status over time, they continue to lag behind veteran Jews (Semyonov & LewinEpstein, 2011) .
Other more proximal determinants may also help to explain ethnic disparities in the onset and progression of functional limitations among Israeli mid-life and older adults. Smoking, physical inactivity, obesity, and poor cognitive functioning are all associated with an increased risk of disability in older adulthood (McGuire, Ford, & Ajani, 2006; Vita, Terry, Hubert, & Fries, 1998) . Moreover, declines in cognitive functioning can impact individuals' adherence to medical treatments and drug protocols, ability to self-care, and utilization of health care services, all of which, in turn, may influence the onset and progression of functional limitations.
Arabs and FSU immigrants may be more likely to engage in a number of these risky health behaviors. For example, Arab men are more likely to smoke (43.8%) compared to Jewish men (23.7%), Jewish women (15.9%), and Arab women (6.7%) (Ministry of Health, 2015) . Arabs are also less likely to be physically active and more likely to be obese than Jews (Ministry of Health, 2010) . Other studies have documented higher smoking rates for FSU immigrant men compared to veteran Jewish men (Baron-Epel, Haviv-Messika, Tamir, Nitzan-Kaluski, & Green, 2004) , but less is known about their engagement with other health behaviors. Additionally, we know of no data that provide estimates on ethnic differences in cognitive functioning among older Israeli adults, but given that higher education is associated with a slower decline in cognitive functioning (Alley, Suthers, & Crimmins, 2007) , we speculate that cognitive functioning will be poorer among Arabs and higher among FSU immigrants than veteran Jews due to known ethnic disparities in educational attainment.
Study Aims and Hypotheses
We explore ethnic disparities in the onset and progression of functional limitations between veteran Jews, FSU immigrants, and Arab Israelis as well as the extent to which socioeconomic indicators (i.e., education, income, and wealth), health behaviors (i.e., smoking and physical activity), body weight, and cognitive function explain the disparities. We hypothesize that, compared to veteran Jews, Arabs and FSU immigrants will be more likely to experience an onset of functional limitations and worsening of functional limitations over time. Of the socioeconomic indicators, we hypothesize that education, more so than income or wealth, will mediate the relationship between ethnicity and onset of functional limitations, whereas income and wealth, more so than education, will mediate the relationship between ethnicity and progression of functional limitations. We also hypothesize that health behaviors, body weight, and cognitive function will help to explain ethnic disparities in the onset and progression of functional limitations beyond socioeconomic indicators.
Method

Data
We use prospective data from the Israeli component of the Survey of Health, Aging and Retirement in Europe (SHARE-Israel), a nationally representative sample of Israelis aged 50 or older (Litwin & Sapir, 2008) . The study used a multistage probability sampling design in which households were sampled from 150 statistical areas. Noninstitutionalized adults aged 50 and older residing in selected households were interviewed in person in Hebrew, Arabic, or Russian. Interviews were conducted on three occasions: (Wave I), 2009 , and 2013 (Wave III). The initial sample consisted of 2,452 age-eligible respondents. A small replenishment sample (n = 401 age-eligible respondents) was added at Wave II.
Sample
Our analytic sample includes all age-eligible respondents who entered the survey at Wave I and were re-interviewed at Wave II (n = 1,906) as well as all age-eligible respondents who entered the survey at Wave II and were re-interviewed at Wave III (n = 294). Based on these criteria, a total of 2,200 respondents were eligible for inclusion in our sample. We excluded 41 respondents who reported no functional limitations at their baseline interview but died by followup because the number of Arabs and FSU immigrants who died was too small to provide stable estimates. Our final analytic sample includes 2,159 respondents (1,466 Israeli Jews, 292 Arabs, and 401 FSU immigrants).
A total of 653 respondents were lost to follow-up. Supplemental analysis indicated that loss to follow-up was more common among younger respondents, men, FSU immigrants, and those with lower education and less common among Arabs and those who were physically active.
We model two sets of transitions in functional limitations between the baseline interview (Wave I or Wave II) and the follow-up interview (Wave II or Wave III): onset and progression of functional limitations (see Figure 1 ). Our onset sample includes 960 respondents who reported no functional limitations at their baseline interview. Our progression sample includes 1,199 respondents who reported at least one functional limitation at their baseline interview.
Measures
Dependent variables Transitions in functional limitations
Our measure of functional limitations assesses restrictions in basic physical functions and fine motor skills (Guralnik Ferrucci, 2003) . At each wave, respondents were asked if they had any difficulty (yes/no): (1) walking 100 m; (2) sitting for about 2 hr; (3) getting up from a chair after sitting for long periods; (4) climbing several flights of stairs without resting; (5) climbing one flight of stairs without resting; (6) stooping, kneeling, or crouching; (7) reaching or extending your arms above shoulder level; (8) pulling or pushing large objects like a living room chair; (9) lifting or carrying weights over 10 lb/5 kg, like a heavy bag of groceries; and (10) picking up a small coin from a table. The items were summed into a count of functional limitations (range 0-10).
To model onset of functional limitations (see Figure 1A ), respondents were categorized as moving from a state of no functional limitations at their baseline interview to (a) no functional limitations at follow-up (i.e., stable) or (b) at least one functional limitation at follow-up (i.e., onset).
To model progression in functional limitations (see Figure 1B ), respondents were categorized as moving from a state of having at least one functional limitation at their baseline interview, to (a) fewer functional limitations at follow-up (i.e., improvement); (b) no change in the number of functional limitations at follow-up (i.e., stable); (c) more functional imitations at follow-up (i.e., worsening); and (d) death by follow-up. These transition categories were based on prior research (Herd et al., 2007; Zimmer & House, 2003) .
Independent Variable Ethnicity
Using information on language of questionnaire (Hebrew, Arabic, or Russian) and parents' birthplace, SHARE-Israel researchers categorized respondents as veteran Jews, Arabs, or FSU immigrants.
Mediating Variables
All mediating and control variables were assessed at the respondents' baseline interview.
Education
Respondents' highest educational degree attained ranged from no schooling to graduate level education (range 0-5) and was modeled as a continuous variable.
Income
Total household income reflects the annual sum of monthly income from salary, rent, and other sources of all household members. Total household income was reported in Euros and was modeled as a continuous variable. The variable followed a normal distribution, with slight skewness. Transformations did not change the results; thus, we kept income in its original form and top-coded it at the 95th percentile.
Wealth
Household net worth was measured in Euros and calculated by the SHARE-Israel research team as the amount of debt subtracted from assets (e.g., value of real estate, value of businesses, cars, bank accounts, bonds, stocks, mutual funds, retirement accounts, savings for housing, and life insurance). Household net worth followed a normal distribution with a slight tail; thus, we top-coded the variable at the 95th percentile.
To make interpretation of the regression coefficients for household income and net worth more meaningful in our multivariable analyses, we divided by 1,000. Thus, a one unit change in income or wealth represents a change of €1,000.
Chronic diseases
Number of physician diagnosed chronic health conditions were reported by respondents. These included having a heart attack, hypertension, a stroke, diabetes, chronic lung disease, cancer, Parkinson disease, osteoporosis, cataracts, arthritis, or any other disease or condition (range 0-10).
Health behaviors
Health behaviors include smoking and physical activity. To assess smoking behavior, respondents were categorized as (a) current smokers if they had ever smoked daily for a period of at least 1 year and smoked at the time of the survey; (b) former smokers if they had ever smoked daily for a period of at least 1 year but did not smoke at the time of the survey; and (c) nonsmokers if they had never smoked daily for a period of at least 1 year and did not smoke at the time of the survey. To assess physical activity, respondents were categorized as "active or somewhat active" if they reported engaging in vigorous physical activity (e.g., sports, heavy housework, or job that involves physical labor) more than once a week; all else were categorized as "inactive."
Body mass index
Using self-reports of height and weight, respondents were categorized as obese (≥30 body mass index [BMI] ) and nonobese (<30 BMI). Other specifications of BMI yielded similar results.
Cognitive function
Two measures assess cognitive functioning. The first, orientation to time, included four items that required the respondent to name the date, month, year, and day of the week. One point was scored for each correct answer. The items were summed (range 0-4) such that higher values indicate better orientation to time. The second, memory function, was assessed using an immediate and delayed free-recall test. Ten short, concrete, high-frequency nouns were read to the respondent, who was then asked to recall as many of them as possible. After about 5 min had passed, the respondent was asked to recall the 10 nouns previously presented. The number of correctly recalled nouns, of a maximum of 10, was scored for both immediate and delayed recall performance. Following previous research (Herzog & Wallace, 1997) , the number of correctly recalled nouns on the immediate and delayed free-recall tests was summed to create a total score of memory function (range 0-20). Higher scores reflect better memory function. Both measures have shown good construct validity in previous studies.
Covariates
To account for the possibility that baseline functional status rather than ethnicity, education, income, or other aforementioned mediators predict progression of functional limitations, we adjust for the number of functional limitations (range 0-10) respondents reported at their baseline interview. All models also include age (in years), gender, marital status (married versus unmarried), and the wave the respondent entered the study (Wave I or II).
Statistical Analysis
We estimated the association between ethnicity and onset of functional limitations using logistic regression and estimated the association between ethnicity and progression of functional limitations using multinomial logistic regression. For each set of transitions (onset and progression), we estimated two adjusted nested models. In Model 1, we examined the association between ethnicity and transitions in functional limitations while adjusting for demographics and baseline interview. In Model 2, we further adjusted for education, income, wealth, number of chronic diseases, health behaviors, BMI, and cognitive function to examine whether these factors mediate the relationship between ethnicity and transitions in functional limitations. We imputed data using the mi impute command with chained equations specification in Stata v13. This process produced five data sets. All analyses were replicated across the five datasets and combined using mi estimate in Stata v13. We interpret odds ratios (ORs) from logistic regression models and relative risk ratios (RRRs) from multinomial regression models. All analyses were weighted using baseline sampling weights to account for unequal sampling probabilities using the svy command in Stata.
We use the khb command in Stata (Karlson, Holm, & Breen, 2012) to examine the relative contribution of each mediator in explaining the association between ethnicity and functional limitations (onset vs. progression). The KHB method compares the estimated coefficients of nested nonlinear probability models, and hence, decomposes the total effect of the independent variable (i.e., ethnicity) into direct and indirect effects. We report the total percentage of the effect of ethnicity that is explained by all mediators jointly and the percentage of the effect of ethnicity that is explained uniquely by each mediator in Table 3 . Table 1 presents demographic characteristics for the onset and progression samples. In the onset sample, the mean age was 62 (range 51-94). Most respondents were veteran Jews (80%), 8% were Arabs, and 12% were FSU immigrants. Forty-seven percent were women and over 80% were married. The average household income was €36,000, about a fifth of respondents were current smokers, and over 40% were physically inactive. Almost two-thirds of respondents experienced an onset of functional limitations by follow-up (64%).
Results
Sample Characteristics
The progression sample was on average older (M = 69; range 51-95), included fewer veteran Jews (60%), more women (62%), and lower annual income (€27,800) than the onset sample. Fully three-quarters were physically inactive. The most common transition in functional limitations was one of improvement-46% reported fewer functional limitations at follow-up than at baseline, although 26% reported more functional limitations at follow-up and 16% had died. Table 2 presents results from the onset model. Adjusting for demographics and baseline interview (Model 1), the odds of experiencing an onset of functional limitations were six times greater for Arabs (OR = 6.6; 95% confidence interval (CI): 3.7, 11.6) and FSU immigrants (OR = 6.4; 95% CI: 2.4, 17.6) than for veteran Jews. The odds of experiencing an onset of functional limitations were significantly attenuated for Arabs (OR = 4.6; 95% CI: 2.4, 8.7), but not for FSU immigrants (OR = 7.5; 95% CI: 2.5, 22.0), once the mediators were included (Model 2). Table 3 presents results from the decomposition of effects for the onset model. Among Arabs, the inclusion of the set of mediators accounted for 25.4% of the association between ethnicity and onset of functional limitations (p < .05). Education uniquely accounted for 18% of this association (p < .05); however, no other mediators uniquely explained the association.
Logistic Regression Analyses -Onset of Functional Limitations
Decomposition of Effects -Onset Model
Among FSU immigrants, the inclusion of the set of mediators did not account for a significant percentage of the association between ethnicity and onset of functional limitations. Education, though, appeared to suppress about 14% of the association between ethnicity and onset (p < .05). No other mediators uniquely explained the association among FSU immigrants. Table 4 displays results from the progression model. Those who reported the same number of functional limitations at follow-up serve as the reference category. After adjustment for demographics, baseline interview, and the number of functional limitations reported at the baseline interview (Model 1), Arabs and FSU immigrants did not differ from veteran Jews in their relative risk of experiencing improvement in functional limitations by follow-up. For Arabs as compared to veteran Jews, however, the relative risk of experiencing worsening functional limitations relative to remaining stable increased by a factor of 3.4 (95% CI: 1.7, 6.8). For FSU immigrants as compared to veteran Jews, the relative risk of dying by follow-up relative to remaining stable increased by a factor of 2.8 (95% CI: 1.1, 7.5).
Multinomial Regression Analyses -Progression of Functional Limitations
After the inclusion of mediators (Model 2), the higher relative risk of experiencing worsening functional limitations by follow-up among Arabs as compared to veteran Jews was attenuated but not eliminated (RRR = 3.0; 95% CI: 1.4, 6.7). Conversely, the relative risk of death experienced by FSU immigrants as compared to veteran Jews was greater than found in Model 1 once the mediators were included (RRR = 5.3; 95% CI: 1.6, 17.1).
Decomposition of Effects -Progression Model
Among Arabs, the set of mediators did not explain a significant percentage of the relationship between ethnicity and worsening of functional limitations, the only significant Progression transitions: Stable = having same number of functional limitations at follow-up as baseline; Improving = having fewer functional limitations at followup than at baseline; Worsening = having more functional limitations at follow-up than at baseline.
ethnic difference found for the progression model (Table 3) . Education, however, uniquely accounted for 22.5% of the effect (p < .05), whereas being somewhat physically active suppressed this effect by about 9% (p < .10). For FSU immigrants, the set of mediators suppressed about 58% of the relationship between ethnicity and transitioning to death (p < .10). Further, education uniquely suppressed 36% of this effect (p < .10).
Discussion
We examined ethnic disparities in onset versus progression of functional limitations and the possible mechanisms involved in those disparities among a nationally representative sample of mid-life and older Israeli adults. We hypothesized that (a) compared to veteran Jews, Arabs and FSU immigrants would be more likely to experience an onset of functional limitations and a worsening of functional limitations over time; (b) education, more so than income or wealth, would mediate the relationship between ethnicity and onset of functional limitations; (c) income and wealth, more so than education, would mediate the relationship between ethnicity and progression of functional limitations; and (d) health behaviors, body weight, and cognitive function would further explain ethnic disparities in the onset and progression of functional limitations beyond education, income, and wealth.
As hypothesized, Arabs and FSU immigrants were more likely to experience an onset of functional limitations compared to veteran Jews. Arabs were also more likely to experience worsening functional limitations by follow-up compared to veteran Jews. These results are consistent with previous studies that show that Arabs and FSU immigrants have poorer physical and mental health outcomes and are more disabled than veteran Jews (Amit & Litwin, 2010; Azaiza & Brodsky, 2003; Baron-Epel & Kaplan, 2009; Brodsky & Litwin, 2005; Ministry of Health, 2010; Osman & Walsemann, 2013) .
Whether the consequences of SES on functional limitations in older adulthood are uniform across different national contexts is not clear. U.S. studies provide evidence that education and income are associated with functional limitations in older adulthood and that they often explain part (or most) of the higher risk of functional limitations experienced by racial/ethnic minorities (Haas, 2008; Herd et al., 2007; Minkler et al., 2006) . In our study, education was associated with greater odds of onset and worsening of functional limitations by follow-up. Income and wealth, however, did not predict onset or progression of functional limitations. Although education, in part, attenuated the association described above for Arabs, it worked as a suppressor for FSU immigrants. This is not surprising given that FSU immigrants are highly educated but economically disadvantaged compared to veteran Jews due to postmigration downward occupational mobility (Litwin & Leshem, 2008) . This suggests that FSU immigrants have been unable to successfully translate their human capital into good health, a finding that has also been documented among U.S. immigrants (Walsemann, Gee, & Ro, 2013) .
The null findings for income and wealth suggest that these factors might not work the same way for countries that have different health care and income support policies than those available in the United States. In the United States, income likely influences the resources available to citizens for the treatment and management of chronic diseases and disability. In Israel, citizens have had universal health coverage since 1995, which ensures access to a standardized "basket" of health services, including, but not limited to, medical diagnosis and treatment of chronic diseases, medications, physical therapy, occupational therapy, and more (National Insurance Institute of Israel, 1995). Thus, affordable access to health care services available to all Israeli citizens may reduce the importance of income and wealth for the onset and progression of functional limitations because it can be used to prevent or treat those conditions that might exacerbate or accelerate declines in functional limitations.
Contrary to expectations, health behaviors, body weight, and cognitive function did not explain any of the ethnic disparities in onset and progression of functional limitations. There are a number of possible reasons for these variables' lack of explanatory power. First, their explanatory power may be captured by the distal determinants of education, income, and wealth. Second, poor measurement of smoking and physical activity may have hindered our ability to detect their mediating effects. For example, vigorous physical activity was assessed by the frequency with which respondents engaged in sports, heavy housework, or jobs that involved physical labor. Such a measurement approach may not have captured individuals who were truly physically active from those who were not. Our findings point to the possibility that factors beyond SES and health-related pathways may be driving ethnic disparities in onset and progression of functional limitations. Arabs, as the only indigenous, non-Jewish ethnic group in Israel, have collectively endured traumatic experiences and many in our sample are likely to have directly experienced them. These include internal displacement, loss of home and land, and public policies that result in vast inequities in education, neighborhood resources, and occupational mobility (Hesketh et al., 2011; Okun & Friedlander, 2005; Semyonov & Lewin-Epstein, 2011) . Collective trauma has been associated with engagement in riskier behaviors and poorer health among American Indians in the United States (Walters et al., 2011) . Similarly, Daoud, Shankardass, O'Campo, Anderson, and Agbaria (2012) found that Arabs who were internally displaced after the Nakba of 1948 reported poorer self-rated health than those who were not internally displaced.
FSU immigrants, on the other hand, have had their own unique experiences within the Israeli context. Some have noted FSU immigrants' lack of full integration into Israeli society postmigration (Al-Haj, 2002; Remennick, 2003) . Social integration is central to the development of social networks that can provide access to employment as well as economic and social resources useful for buffering the effects of psychosocial stressors (Berkman, Glass, Brissette, & Seeman, 2000) . Lack of social integration may have contributed to FSU immigrants' postmigration downward mobility and may provide one explanation for why they were at greater risk for onset of functional limitations.
Limitations
First, we examined onset and progression of functional limitations over a 4-year time period. Given this relatively short time span, our results may have underestimated onset and progression of functional limitations in our sample. Additionally, we were limited to the use of two waves of data; more frequent assessments would have increased our chances of capturing the short-term changes in decline and recovery in physical functioning that often occur after a major health shock or fall (Gill, 2014) . Still, our study provides preliminary evidence that ethnic disparities among mid-life and older Israeli adults exist in the onset and progression of functional limitations. Second, approximately 23% of respondents did not provide a second interview. Some of the factors that predicted attrition would appear to make our analytic sample a healthier sample (e.g., being inactive, low education, Arab ethnicity), whereas other factors would suggest that our sample would be less healthy (e.g., FSU immigrants). In any case, the greater loss of FSU immigrants, who are on average more functionally limited, may have downwardly biased our estimates for this group. Additionally, our sample is more educated, on average, than the older Israeli adult population, which could be one reason education did not explain more of the ethnic disparities in our sample. Finally, we focus on ethnic disparities between Arabs and FSU immigrants in comparison to veteran Jews; however, there is considerable ethnic heterogeneity within the veteran Jewish population (e.g., European or American Jews vs. Asian or North African Jews). Such disaggregation of ethnic groups was not possible using our data and hence was not addressed in the present analysis.
Conclusions
Our findings suggest large ethnic disparities in the onset and progression of functional limitations between Arab, FSU immigrant, and veteran Jewish middle-aged and older adults in Israel. Indicators commonly predictive of functional limitations in the U.S. literature did little to further our understanding of why these ethnic disparities exist in Israel, although education did explain some of the disparities in the onset and progression of functional limitations between Arabs and veteran Jews. Thus, our study demonstrates a need to move beyond traditional indicators of SES and wealth to include those factors that have resulted in the marginalization of Arabs and FSU immigrants within Israeli society. Only then may we be able to develop meaningful policies that could reduce ethnic disparities in the onset and progression of functional limitations found in Israel.
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